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We have not stressed sufficiently the damage that takes place in the soft parts. This is in proportion to the original violence, and to any superadded at the time of manipulation. We have shown X-rays of cases of myositis ossificans, and all of these have been accompanied by much swelling. We have indicated that great swelling may predispose to contracture. Much swelling about the fragments will obviously lead to *much fibrosis in the soft parts. For these reasons, in addition to those mentioned above, early operation, with cautious return to active movements, should always be considered in cases of this type. In fractures of the epicondyles there is no need to interfere except where the fragment has, through laceration of the capsule, entered the joint. It may then be excised, or occasionally, pinned in place.
In fractures of the capitellum or trochlea, with displacement, the result to be anticipated is only fair. Excision or replacement of the fragment should be performed, depending on the degree of separation discovered at open operation.
In T-shaped fractures the results are very bad. This is common knowledge, and is not surprising if the intricacy of the elbow-joint is remembered [1 and 2]. The elbow-joint is not a simple hinge-joint, and full movement depends upon the coronoid and olecranon processes of the ulna fitting into fossie in the humerus in full flexion and extension.
In fractures of the olecranon the results are very good. Open operation in young subjects will shorten the time of convalescence, but treatment in extension in old subjects is very satisfactory.
The results of dislocation are also excellent, but a note of caution should be sounded to be on the look-out for small detached spicules of bone, and in cases with much swelling very slow return to movements advised.
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[9] MIDDLETON, D. STEWART, Brit. Journ. Sr-g., 1930, xviii, 188. [10] FLEMMING C. W., Lancet, 1931 (ii), 293. [11] THOMPSON, A. R,, Journ. Anat., 1924, lviii, 369. Thoracic Exposure of the Diaphragm and Lower CEsophagus. By T. HOLMES SELLORS, M.Ch., F.R.C.S. WHEN exposing any organ in the thorax the most careful attention must be paid to the actual opening and closure of the chest. Where possible the operation will be transpleural in preference to any other route and consequently the production of open pneumothorax is inevitable and plays considerable part in the technique of the operation. The physiological disadvantages of an open pneumothorax may be overcome by differential pressure ancesthesia.
The left side of the chest is the side of choice. Before contemplating operation, the question of preliminary artificial pneumothorax should be considered in view of the advantages gained. The lung retracts from the site of the incision; if adhesions are present they can be detected by X-rays instead of coming as an unpleasant surprise at the actual time of the operation, and, above all, shock is reduced. It has been my practice while working for Mr. Gordon-Taylor to induce artificial pneumothorax a week before the prospected operation and to start with an initial volume of air which is considerably in excess of that commonly used in pulmonary tuberculosis. From 500 to 700 c.c., followed in about a day's time by from 1,000 to 1,500 c.c., has given rise to no ill-effects and sometimes another refill the day before operation has been necessary. On account of the liability of certain patients to acneform eruptions, it is advisable to begin cleaning the skin several days before operation.
The actual induction of anaesthesia is occasionally difficult and prolonged on account of the loss of ventilating surface, and if the patient is at all emphysematous it may be difficult to obtain a sufficient depth of anesthesia for convenient passing of the intratracheal catheter for the differential pressure anwsthetic. On the operating table a pillow should be secured under the healthy side to obtain arching of the chest at the site of the incision. Sometimes the head slightly lowered will enable the collapsed lung to fall out of the way, but in cases with diaphragmatic hernia the reverse attitude may be necessary.
Exposure really determines the whole success of the operation, as there must be sufficient room for the surgeon to work within the depths of the thoracic cavity. The skin incision may be satisfactorily drawn postero-laterally along the line of the eighth and ninth ribs, and if curved a little at the posterior end, further exposure can be obtained. Opening the chest by incising between ribs and applying a powerful rib-spreader may suffice, but it is better to remove 8 to 10 in. of either of the ribs mentioned and then to retract strongly. The rigidity of the ribs really determines the access. If further room is required it is possible to divide ribs so as to enhance the action of the retractor. Resection of lengths of several ribs over a short area, with outward retraction, constitutes the approach which was, I believe, originated by Enderlen. Division of several ribs with upward retraction allows them to ride over each other and forms the method of "shingling " which has been advocated by Lilienthal. Shock may be incurred by an extensive incision, but is more than compensated by the speed and ease of manipulation. Speed in this class of work is undoubtedly an important factor and the best results have been obtained when operations have been completed within fifty minutes. Within the thorax no time should be wasted and all traction on the mediastinum and adjacent structures must be avoided. Bleeding contributes largely to shock and if perfect hamostasis is not secured there is the risk that (after the chest is closed) the lowered pressure of the pleural cavity will encourage oozing of blood rather than help to control it.
Within the thorax the picture is almost constant, and I would draw attention to the phrenic nerve as it lies on the pericardium. Paralysis of the diaphragm by crushing the nerve in this situation contributes largely to the ease of the operation and the peace that reigns in some cases after the turbulence of laboured respiration is often dramatic. If continuity is not destroyed it is probable that the nerve will regenerate in four to six months, but our experience with phrenic avulsion tells us that inconvenience from the absence of one half of the diaphragm is negligible.
The actual intrathoracic procedure depends largely on the individual circumstances of the case. With diaphragmatic hernia, once the sac is opened and adhesions are divided the abdominal contents can be easily replaced and the muscular edges of the opening can be dissected free. Overlapping of the gap with two layers of interrupted sutures, or in some instances with fascia lata, suffices to bring about satisfactory closure in nearly every case, particularly as the strain of the diaphragm is not present.
Exposure of the cesophagus is made by incising the mediastinal pleura and careful dissection and identification of the loose muscular coats; occasionally the passage of a bougie simplifies the procedure. Mobilization of the organ is effected by dividing the paralysed diaphragm and bringing the stomach into the thorax, and if operation is to be extended various types of anastomosis are available, the general principle being to afford a long serous tunnel for the muscular coating of the cnsophagus.
If respiratory distress occurs the operation may be stopped while the lung is inflated several times, and if there is much shock intravenous saline or transfusion may be given.
Closure of the wound should be exact, but the end of an operation is often hurried and details are sacrificed so long as an air-tight closure is effected. When the wound is closed the lung should be expanded as fully as possible and a minimum surface of raw pleura left on the inside of the chest. The parietal pleura does not form a good hold for stitches, and as the ribs have been retracted heavily during the operation, it is not easy to approximate the cut edges unless one or two stout sutures are run round adjacent ribs subperiosteally. These pericostal sutures constitute an effective method of closure in emergency, but they should be supplemented by pleural and muscular layers of stitebes. Continuous sutures make a better closure, but interrupted stitches are useful in taking strain. The actual closure of the pleural cavity should be performed with the lung in the position of fullest expansion, as early inflation of the lung favours rapid convalescence. Some effusion after opening of the chest is inevitable, and the treatment of this fluid is occasionally the source of difficulty. If left alone infection may follow if there has been much intrathoracic manipulation. The pleura should be kept dry, and to effect this two alternatives are possible. Daily aspiration gives good results, but the patient sometimes resents the interference, and the circumstances do not favour good aseptic technique; cases have developed infection as a result. Originally we used this method but have abandoned it for a system of closed drainage over the first few days. Through a small stab wound in the lowest part of the costo-phrenic gutter a little catheter may be placed (a flange, as may be produced by cutting off the tip of a de Pezzer, is advisable) and the tube clamped off before the chest is closed. The main wound is then closed and on the patient's return to bed the catheter is connected with a closed drainage apparatus such as White's. When the effusion has diminished the tube can easily be jerked out and the wound closed satisfactorily with a pad of dressing. I have never seen any ill effect after removing the tube.
Breathing exercises are a very importaDt part of the after-treatment, for, as I have said before, early convalescence is promoted by rapid expansion of the lung. Inhalation of carbon dioxide has a remarkable effect in some cases and, short of distressing the patient, should be practised two or three times a day for a few minutes.
In conclusion, in the performance of any thoracotomy the actual incision in the chest wall demands considerable attention which is fully repaid by the improved access and speedy convalescence, and shock is undoubtedly reduced if preliminary artificial pneumothorax is used. Within the pleural cavity the ease with which the diaphragm can be paralysed should not be forgotten as an aid to the actual technical problem and the result.
Endothelioma of Lymph Nodes. By R. S. PILCHER, F.R.C.S. MY object in introducing this controversial subject is first to describe some clinical and histological observations illustrating the distinguishing features of the disease, and secondly to demonstrate its identity with endothelioma of the nasopbarynx. I am convinced that the disease is more common than is generally realized. Its recognition is important because it is, so far as I know, invariably fatal if not treated, and it is in its early stages that it may be to some extent amenable to treatment.
The cases which form the basis of this paper are collected from the records of University College Hospital for the last ten years. I have found some thirty cases which I believe to be examples of the disease, and from these I have selected
